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ABSTRACT
EXPLORING THE INFLUENCE OF VIRTUAL REALITY ON ADULTS WITH
INDICATIONS OF EARLY STAGE DEMENTIA
CHILIVIS, Nicole T, D.Min. Seattle University, 2019. 114 pp.
Chair: Sharon Henderson Callahan, Ed.D.
Virtual reality (VR) has the potential to transport people to compelling worlds and
bring positive spiritual benefits to persons with dementia and their caregivers. The
purpose of this qualitative phenomenological study was to understand the influence of
VR on participants with indications of early stage dementia. This study explored how five
elderly participants in a Seattle-based Program of All-Inclusive Care for the Elderly
(PACE) program experienced immersive virtual reality by means of a Windows Mixed
Reality headset. Using an episode from the 2016 VR series, theBlu—a colorful and
immersive underwater experience with soothing audio accompaniment—each participant
spent up to one hour with the researcher viewing the VR content and engaging in a preand post- interview to discuss their spirituality and VR experience. The participants’
responses were audio recorded, transcribed, and coded from a spiritual care perspective,
searching for moments of joy and connection. The six emerging themes included:
connection to positive feelings, connection to beauty, connection to the present moment,
connection to past memories, a desire for future engagement, and participant
recommendations for VR content. The findings demonstrated that immersive VR offers
the possibility for people to explore a myriad of exciting and awe-inspiring worlds,
bringing beauty and peace while offering relational connection.
Keywords: virtual reality, dementia, spiritual care, spirituality, chaplaincy
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CHAPTER 1
INTRODUCTION
Introduction and Context
In my work as a chaplain in eldercare, I often see people in varying stages of
cognitive decline. At the start of this doctoral project, I visited an elderly woman, Jane,
whose dementia is progressing. She has created whole worlds of fantasy replete with late
night dancing and impending weddings. Some days she shares pictures, childhood stories,
and memories of living near a beautiful beach; other days, she perseverates on one thing.
I have known Jane for two years and have watched as her cognitive impairment has
progressed over time. Though she no longer remembers my name, she always appears to
recognize me and embraces me with fierce delight.
During this visit, Jane was frustrated and angry over her recent move. As we
talked, Jane remembered the name of her favorite song from long ago. I had my phone
and a speaker in my bag, so we found the song and played it together. Her confusion and
perseverating turned into a smile as she sang, tears flowing down her cheeks. The song
touched her deeply. We shared a moment of grace, as I felt both Jane and I experienced a
sense of connectedness to God’s love or at least something that transcended the pain of
that moment. The hard truth is Jane is declining cognitively, and yet even within the
despair of mortality, a light broke in.
At dinner that evening, I shared my experience with my husband, wondering
aloud about how inadequate I and other caregivers and family members often feel in the
face of cognitive decline. We have few tools to address the human person that are not
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cognitive in nature. Our culture focuses on the past and future more than considering the
joy of the present moment.
As we ate dinner, my husband and I continued to talk about our respective work.
If I were to draw a Venn diagram of our life together, our jobs would occupy the space
that does not overlap. I am a clinical chaplain who works with an elderly population in
Seattle. He is the co-founder and CEO of an immersive technology company. While I
pondered aloud how to best reach the spiritual dimension of people with dementia, he
showed me how his company was creating virtual worlds to explore places that do not yet
exist. As I put on virtual goggles and meandered around compelling digital worlds, I
wondered if seniors suffering with mild cognitive impairment (MCI) and early stage
dementia could benefit from this new VR technology. What if we could create beautiful,
stimulating virtual worlds that elicited memories and brought sacred moments of joy,
deep connection, or awe for people experiencing dementia? In a serendipitous moment,
our seemingly distinct worlds unexpectedly intersected, like the first time you realize
bacon tastes good on a doughnut. This July evening was the impetus for my passion to
explore the use of VR as a spiritual care tool with people experiencing cognitive decline.
Two weeks after this moment of insight, I went hiking with Dr. Holly
Christoferson, an experienced family medicine physician and geriatrician. As we were
hiking in this beautiful place, surrounded by mountains, snow, and lakes, I was aware of
my sense of peace and deep spiritual connection to the natural world. Again, I thought
about the people to whom I provide spiritual care, especially the ones no longer able to
physically experience these stunning settings. I shared my thoughts with her about the
possible benefits of VR experiences for the elderly. Dr. Christoferson was intrigued by
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the possibilities. From a medical perspective, she seeks to increase the quality of life in
people with cognitive impairment and their families in ways other than medication as
pharmacology has not yet proven particularly effective in modifying the disease process
of dementia (Manera et al., 2016).
Before July ended, three disciplines (technology, spiritual care, and medicine)
came together to form a compelling question: Could virtual reality be an effective tool to
bring respite, comfort, and improved spiritual well-being to patients suffering from
cognitive impairment? Our new Venn diagram depicted an intersection of mutual regard
for new, creative ways to improve the quality of life for this population.
In order to create the richest experiences for these patients with dementia, our
interdisciplinary teams seek to address both the physical and spiritual sides of healing and
wholeness in an integrated way. Family physicians are interested in caring for the whole
person and repeatedly studies have shown better health outcomes are connected to
attending to the spiritual and religious needs of patients (Anandarajah & Hight, 2001). As
practical theologians, chaplains are compelled to interpret and interact with our culture
and context. Currently this context provides an opportunity to utilize immersive
technology to minister best in a changing world.
This qualitative, phenomenological study explored the experiences of five elderly
participants in the Seattle-based Program of All-Inclusive Care for the Elderly (PACE)
program following their immersion into a virtual reality application with the use of VR
headsets. The study utilized theBlu (2016), a compelling, immersive underwater
experience application that offered the participants the opportunity to transcend their
current physical environment and be virtually transported to an underwater scene of
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beauty and tranquility. Verbal and non-verbal participant responses were recorded from a
spiritual care perspective, with focus on moments of joy and connection. Studio216 CEO,
Jamie Fleming, monitored the user interaction to optimize the experience for the
participants and acted as technician during the study, assisting with VR headsets and
monitoring the mirroring display.
Statement of the Problem: Why Virtual Reality and Dementia?
With a growing aging population, there has been a dramatic increase in the
number of people living with mild cognitive impairment (MCI) and dementia, resulting
from various causes, such as Alzheimer’s disease (AD) and stroke (Alm et al., 2009;
Manera et al, 2016). The Alzheimer’s Association characterized MCI as “mild but
measurable changes in thinking abilities that are noticeable to the person affected and to
family members and friends, but do not affect the individual’s ability to carry out
everyday activities” (2017, p. 10). Dementia is characterized by a depletion of cognitive
abilities, resulting in short-term memory loss, apathy, and impaired attention, language,
and visuospatial abilities (Manera et al., 2016). In addition to Alzheimer’s disease, other
types of dementia include: Lewy body dementia, vascular dementia, frontotemporal
disorders, and a mixed dementia—a combination of two or more causes (National
Institute on Aging, 2017). Lewy body dementia is characterized by abnormal deposits in
the brain called Lewy bodies; vascular dementia arises from stroke and other vascular
brain injuries, and frontotemporal disorders are characterized by damage to the nerve
cells in the frontal and temporal lobes of the brain (National Institute on Aging, 2017).
The Alzheimer’s Association’s 2017 Disease Facts and Figures report states there are 5.5
million people in the U.S. living with Alzheimer’s, not including those who have MCI
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and dementia unrelated to AD, adding: “15-20 percent of people age 65 or older have
MCI [and] …are more likely to develop Alzheimer’s or other dementias than people
without MCI” (p. 10).
The devastating effects of dementia often extend to family members and
professional caregivers who struggle to support a person who has a disease with no cure
(Alm et al., 2009). Though research in the last 25 years has shown health care is
positively impacted when the spiritual dimension is integrated into patient care
(Puchalski, 2001), the significant time demand required of caregivers and relatives to
provide for a person with dementia tends to cause burn-out, leading to the attending of
only the patient’s basic physical needs.
Patients often cope with their illness or decline using spiritual resources such as
prayer, meditation, and mindfulness (Hall, Hughes, & Handzo, 2016). Physicians
Anandarajah and Hight (2001) determined, “Spiritual distress and spiritual crisis occur
when individuals are unable to find sources of meaning, hope, love, peace, comfort,
strength, and connection in life…” (pp. 83-84). Chaplains Hall, Hughes, and Handzo
(2016) defined spiritual distress as “the impaired ability to experience and integrate
meaning and purpose in life through connectedness with self, others, art, music,
literature, nature, and/or a power greater than oneself” (p. 4). As chaplains, we are tasked
with attending to people’s deep spiritual yearnings for beauty, peace, and connection. My
late, beloved mentor and pastoral counselor, Dr. Doug Anderson (2009), defined
spirituality as the deepest part of ourselves that longs for beauty and connection with
nature, the transcendent, and one another. This connection with beauty heals us.
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As practical theologians, chaplains are committed to continual interpretation of
our context; faith and practice are always seeking understanding. Therefore, in
conversation with our ever-changing world, we search for creative and new techniques
that are less cognitive and memory-based for elderly patients with cognitive impairment
(Sapp, 1999). Chirico and Yaden (2016) suggested that virtual reality “is a particularly
effective mood induction tool for eliciting awe…a complex and powerful emotion” (p. 2).
Spiritual well-being and quality of life are influenced by feeling awe and can change
people’s perspectives toward self, others, and sense of connectedness (Chirico & Yaden,
2016; Krause & Hayward, 2015; Schneider, 2009).
Pargament and Mahoney (2005) emphasize the importance of the sacred: those
things that have “spiritual character and significance” and “symbolize something that
goes beyond themselves” (p. 182). Based on Marlette B. Reed’s spiritual care work with
a man with dementia, Reed, Lane, and Hirst (2016) wrote a case study concluding that
effective spiritual care seeks to affirm personhood by trying to understand and connect
people with what they find sacred. Some people find the sacred in the presence of a
beautiful sunset, mountains, or the ocean but can no longer travel to these places. Virtual
reality holds the potential to transport people to these beautiful places that they could not
otherwise reach, thus becoming a useful spiritual care resource in health care.
Purpose of Study
The purpose of this phenomenological qualitative study was to explore how five
elderly participants with indications of dementia experienced a beautiful, tranquil, and
meditative underwater habitat through an immersive virtual reality application.
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Research Questions
Central Question
Do PACE program participants with indications of dementia experience a sense
of transcendence, awe, and joy in an immersive VR environment and does the experience
impact their spiritual well-being? Keltner and Haidt (2003) defined the key elements of
awe as vastness and accommodation. Bonner and Friedman (2011) defined key themes of
awe based on a qualitative study using interpretative phenomenological analysis to study
and code interviews from Kirk J. Schneider’s (2009) book, Awakening to Awe. These key
themes included: profoundness, connectedness, numinous, existential awareness,
openness, acceptance, ineffable wonder, presence, heightened perceptions.
A Subset of Questions
A subset of questions directly related to the actual VR immersion experience were
also addressed:
•

What are participants’ verbal and physical affects just prior to experiencing VR?

•

What are participants’ verbal and physical responses while experiencing VR?

•

What are the participants’ physical and verbal responses after experiencing VR?

•

What specifically draws participants in during the VR experience (particular
scenes, moments)?

•

What repels or agitates participants during the VR experience?
Importance of Study
There has been an increase in the use of technology in medical care, however,

there is still a dearth of research using VR in eldercare and no research to date using VR
as a spiritual care tool. While current studies involving VR and eldercare are interested in
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how VR experiences might increase a patient’s quality of life, most of the studies require
the participants to physically interact with the technology using a touchscreen or a mouse.
Additionally, some studies seek to address how VR may cognitively benefit the patient
(Manera et al., 2016; White & Moussavi, 2016).
Alm et al. (2009) created interactive virtual environments that could be explored
with a touchscreen for people with dementia; one tool allowed participants to compose
musical sounds. Siriaraya and Ang (2014) used Microsoft Kinect, a gesture-based
technology, to study how people with dementia in long-term care homes engaged with
3D virtual worlds. Manera et al. (2016) used VR to train selective and sustained attention
using an interactive format. Moyle et al. (2016) used a Virtual Reality Forest that
employed Kinect motion sensors to measure engagement and mood with people with
dementia. Moyle, Jones, Dwan, and Petrovich (2017) concluded that “rich vivid scenery”
(p. 8) was a strength in the study but the interactive format caused fatigue in some
participants.
This research study had participants fully immersed in virtual worlds that did not
require them to perform particular tasks and with no agenda to measure cognitive
benefits. Additionally, the five participants in this study only had to move around in their
swivel chair. They did not have to manipulate or move devices—an impediment in other
studies (Siriaraya & Ang, 2014; White & Moussavi, 2016). Participants had the
opportunity to choose simply to be present in the virtual world or to explore elements of
the virtual world more closely. The participant could remain stationary or could further
explore the underwater ocean scene by swiveling in their chair. The scene was mirrored
on a monitor so the researcher also viewed the scene with the participant, creating a

9
relational aspect of the study’s VR experience and inviting a chaplain, physician, or
caregiver to be present and join in the experience with the participant.
There are a number of recent popular news sources that have reported on the use
of VR with the elderly, highlighting two companies in particular: Rendever and One
Caring Team, who are developing VR content for seniors (Kite-Powell, 2017; Pilon,
2017; Platoni, 2016; Tsukayama, 2016). Both Rendever and One Caring Team have
documented the positive effects of VR in seniors.
Dr. Sonya Kim is using virtual reality with seniors through her company, One
Caring Team, as a therapeutic tool for depression, loneliness, and anxiety (Tsukayama,
2016). Kim created an application called AlohaVR that transports people to Hawaiian
beach scenes. She reported observing positive results and transformative behaviors, such
as seniors with MCI and dementia being less withdrawn, as well as a decrease in
unresponsive and violent behaviors (Tsukayama, 2016). Additionally, family members
reported the relaxing effects are long lasting and formerly combative dementia patients
have started singing during virtual-reality sessions (Tsukayama, 2016). This anecdotal
evidence is another motivator to further explore the spiritual implications of VR with
people with dementia, especially those confined to skilled and assisted living facilities
and adult family homes.
Though there is a distinct call with the field of chaplaincy to find creative ways to
address the spiritual dimension of people with cognitive decline (Reed, Lane, & Hirst,
2016; VandeCreek, 1999), currently there is no research exploring VR as a spiritual care
tool. A search of peer reviewed articles on EBSCO in the last 7 years using these search
terms: “spiritual care and virtual reality,” “chaplains and virtual reality,” “chaplains and
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technology,” “religion and virtual reality,” “spirituality and virtual reality” rendered only
a few articles that discussed spirituality and virtual reality in general (Dangwal, 2012;
Donovan, 2010; Naughton, 2017; Shatzer, 2013; Yust, 2011). Articles did not discuss
using immersive VR in the field of chaplaincy as a spiritual care tool. This researcher
found no research to date exploring the VR experience in elderly patients from a spiritual
perspective.
Chaplains are interested in moments of joy, connection to the sacred, peace, and
spiritual well-being. Theologically, I consider personhood to not be limited to a person’s
ability to remember. In Corinthians 4:16, the Apostle Paul reminds us that even while our
body passes away, we are inwardly being renewed; our soul is intact even as our body
deteriorates (Everett, 1999). This study is among few recent studies using VR with
persons with dementia, set apart by its spiritual care perspective.
Summary
Chapter 1 introduced the background and origins of this study, defined virtual
reality, introduced the statement of the problem, the basic research questions, and the
importance of the study. Chapter 2 will highlight the theological underpinnings of the
research and theological themes that drove the project. Chapter 3 presents the study’s
methodology including: purpose, research questions, limitations and delimitations,
methods, and ethical considerations. Chapter 4 expounds on the study’s findings. And
Chapter 5 will discuss the results of the findings and their implications for the field of
chaplaincy.
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CHAPTER 2
THEOLOGY
Introduction
In Her Beautiful Brain, local Seattle author Ann Hedreen (2014) described her
mother’s journey with Alzheimer’s Disease: “The grinding tragedy of Alzheimer’s is that
the horrible part of the movie can last a dozen years, or more. And you can’t turn it off.
Not in the physical sense…” (p. 42). She then asked a more spiritual question, dealing
with a deeper dimension of the human person:
…how do you measure the quality of life? Does a single moment- tasting
chocolate, for example, long after you remember the word “chocolate,” long after
you could independently get a square of it into your own mouth- does that
moment of pleasure on your tongue mean you can still experience “quality of
life”? Does responding to touch, warm skin on warm skin, mean you’re
remembering love? ... In the end, Mom’s brain was as useless as an old sponge.
But I can’t bear to think her soul, herself, had already been thrown away. (pp. 4243).
Through the lens of theology, this chapter seeks to explore questions such as those
posed by Hedreen regarding her mom’s well-being and soul. Does this physical and
cognitive “grinding tragedy” leave a person bereft of a soul? How do we reflect on the
experience of dementia in a specifically theological context? If dementia is a “theological
condition” (Swinton, 2012, p. 8), then peace and well-being are defined by God in
relationship, not by absence or presence of symptoms (Swinton, 2012). God does not
value humans for our cognitive acuity, rather humans are loved by God in the midst of
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affliction. God is always present in particular ways to unique individuals. The theological
underpinnings of this study claim there is a part of all human beings—despite a brain
under siege—that remains intact and capable of experiencing love and joy. It is from this
assumption that we care for individuals with dementia.
There are ways in which both our culture and neurobiology explain dementia that
do not fit with a theological perspective. Past attitudes toward dementia often devalued
the person, considering people with dementia in the context of their defects rather than
their assets (Ames, 2016; Swinton, 2012). These misconceptions demand a theological
inquiry and response (Kinghorn, 2016; Swinton, 2012). Keck (1996) called Alzheimer’s a
“theological disease” (p. 15) and was one of the first writers to fully consider it
theologically. Tom Kitwood (1997) and Steven Sabat (2006) played a significant role in
moving the discussion of dementia from symptoms and defects to a narrative that
underscored relationship and person-centered care. This relational and psychosocial
emphasis shifted the conversation from “the person with DEMENTIA to the PERSON
with dementia” (Ames, 2016, p. 120).
Swinton (2012) underscored that in order to change the medical narrative
regarding dementia into one grounded in theology, relationship, and possibility, we must
start by assuming:
1. God loves everyone.
2. All are made in God’s image.
3. All are relational beings.
This chapter considers dementia from a Christian theological perspective. Thus, the
theological perspective is the starting point for both the discussion and the response. This
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chapter assumes that how we see people with dementia and how we frame the
conversation determines our care (Sapp, 1999).
In this chapter, I explore theological claims about the nature of dementia and the
nature of human beings through a theological lens. The theological claims include:
1. Humans are integrated/whole beings.
2. Humans are created in God’s image.
3. Humans are relational beings.
After exploring these three assumptions, I highlight an empathetic response guided by the
biblical imperative from Luke 6:31: “Do to others as you would have them do to you.”
The chapter concludes with a call for the extravagant, creative response of using virtual
reality in dementia care.
Three Theological Claims
First Claim: Humans Are Integrated Beings
One of the cultural mistakes in relation to dementia is the belief in and
perpetuation of Cartesian dualism that claims a person’s identity resides in the mind and
is substantially separate from the body (Kinghorn, 2016; Descartes, 1960). This does not
coincide with the Christian perspective, which rejects this mind-body dualism in favor of
a unified mind and body connection. In Scripture, “the Hebrew term nephesh, commonly
translated ‘soul’ (e.g., Gen.2:7; Ex. 1:5; Ex. 12:4) connotes a person’s full being, his or
her complete, embodied life” (Kinghorn, 2016, p. 101). Therefore, from a theological
perspective, all humans are integrated and whole beings, despite cognitive decline or
difference. The body is not the remaining shell of a departed mind when someone loses
their ability to remember.
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Practical theologian and late pastoral counseling professor Donald Capps
discussed the loss of self in dementia. Capps (2008) suggested that the “pure
self…survives the ravages of the disease” (pp. 24-25), and this self that is with us from
the beginning reminds us that nothing separates us from God. God is with us even when
we are not aware of it. Relying heavily on the work of Thomas Aquinas, Kinghorn (2016)
underscores the integrated human journey toward God:
Under the conditions of a broken and sinful world…this body will inevitably
encounter internal and external obstacles to the journey, including disease,
finitude, and even death. …God continues to claim and to draw this finite body,
even if she bears the particular finitude of dementia, into God’s infinite love. The
journey of the soul to God, for Aquinas, is always a bodily journey. It is always
this body, who is being drawn to God, this body who will be raised and
transformed in Christ for eternal life in the presence of God. (p. 107)
Christians see humanity in light of our faith in the promised resurrection, where God will
wholly transform us, body and soul. This theological view of anthropology insists that we
continue to participate in God’s good work of transforming persons with dementia until
the day of completion. In Her Beautiful Brain, Hedreen (2014) is in keeping with
Christian tradition to believe that her mother’s soul or self has not been discarded with
her physical decline. It is precisely Hedreen’s hope and belief in her mother’s ability to
experience love in the form of warm touch or taste that contributes to shaping a more
relational and robust narrative of dementia. All people are on a sacred, mysterious
journey toward God, regardless of their abilities to reason or remember.
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Second Claim: Humans Are Created in God’s Image
The second theological claim is that all people are made in the image of God.
Scripture tells us in various ways that God created humans in God’s image (Gen. 1:27;
Gen. 9:6; Jas. 3:9; Rom. 8:29-20; 1 Jn. 3:2). The implication of Imago Dei is that all
humans, regardless of diminished cognitive abilities and disease process, deserve dignity
and care that reflects their uniqueness. While humans reflect the likeness of God,
humanity is sinful; thus, other than Jesus, humans are not yet perfect. In the context of
dementia, the quest of the Imago Dei is to discover how God interacts with our souls to
transform us into God’s perfect image (Keck, 1996). Swinton (2012) provides insight into
the discussion of personhood:
To be human is to be mortal, and mortality means that decay is inevitable. That
being so, our humanness is not diminished by dementia or any other condition.
Such conditions are simply part of what it means to be human beings who are
living out their lives in a creation which is broken but in the process of being
redeemed. When certain persons develop dementia, they do not go from being
persons to being non-persons. Theologically, the suggestion that dementia
destroys personhood makes no sense. It’s like saying if I get the flu, I will become
a pencil! (pp. 183-184)
A Christian anthropological view of humanity is that we are all flawed beings in
need of redemption, despite our capacities and abilities. God loves us deeply and meets
us exactly where we are and as we are with the intent to make us flourish. Corinthians
13:12 tells us: “For now we see in a mirror, dimly, but then we will see face to face. Now
I know only in part; then I will know fully, even as I have been fully known.” Whether or
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not we are aware of God, God is holding us in love and calling us to join in loving one
another on our journeys to wholeness. God remembers us even when we do not
remember, and we are called to remember for each other (Hudson, 2016; Swinton, 2012;
Isa. 49:15-16; Heb 6:10). In fact, it is precisely in acknowledging God remembers us that
propels us to continue to engage in healing practices with persons with dementia
(Swinton, 2012).
In a personal reflection, Christine Bryden (2016) compared her journey with
dementia to walking with God in the Garden of Eden. In her forgetting, Christine says
that she found the presence of God and was comforted by the knowledge she was created
in God’s image, who longs to know and transform her soul. Elizabeth MacKinlay (2016),
a priest and nurse who walked with Christine Bryden through her dementia journey,
reflected on her “seismic shift” (p. 25) regarding her perception of persons with dementia
and dementia care when journeying with Bryden. It was through this relationship
MacKinlay was forced to reconsider her competing nursing perspective guided by
“clinical knowledge of the disease” (p. 25) with a theological view that humans are
created in the image of God. Ultimately, MacKinlay concluded that God loves us first
and continues to restore our divine relationship throughout our lives. Our inability to
articulate our personal faith story does not affect God’s continued involvement.
MacKinlay shifted toward a relational view of dementia that highlighted listening well to
people and their stories and participating with them in meaningful ways.
A personal story with Imago Dei.
In my role as chaplain, I spend time with people with dementia. I always start
with this silent, internal question: Where is God moving and working in this unique
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person’s life in this moment? I pray for the Holy Spirit to connect us in ways that bring
healing, joy, and transformation for both of us. Carol, whose memory is declining and
behaviors are shifting, generally requests I hug her every time she sees me, not
remembering the last hug, even if it was moments prior. She had been told that morning
she had to move out of her assisted living facility, where she had lived for the last five
years, to an adult family home.
Carol approached me frustrated and angry because she could not figure out how
to make her cell phone work. I went to Carol’s room, plugged in her phone, and sat with
her. During our time together, Carol angrily described how she “hated” everyone at the
ALF and how no one was doing things right. I wondered if her anger was because she felt
rejected and hurt after being told she must leave her home. Even though Carol probably
did not know, in words, why she was angry, perhaps her body felt and remembered the
pain of rejection. After listening and affirming her, I reminded Carol of her favorite
memories she had shared with me over the years. Together, we remembered her aunt who
was her hero and always made her feel loved, important, and accepted; we remembered
the beauty of the beach where she grew up; we remembered her love for her children.
Finally, I had to leave and Carol walked me to the door, smiling and no longer agitated.
She told me, as she often does, that she loved me.
I do not pretend to know all Carol needed in that moment, but I believe God was
at work, bringing both of us a little closer together. Claiming all humans are created in
the image of God and that God is radically and dynamically at work in people’s lives
shifts the way we view and treat people. Instead of dismissing Carol and reducing her
agitation to a symptom of her progressing dementia, I wondered how Carol might be
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hurting and believed God was at work in her. Frankl (1963) highlights the necessity to
presuppose there is a spark in everyone leading them to search for meaning. Because I
stayed with Carol, I was privileged to witness God’s movement in our encounter.
Third Claim: Humans Are Relational Beings
The third theological claim is that all humans are relational beings. Sapp (1999)
underscores the New Testament theme of interdependence in Paul’s image of the church
as the body of Christ. When one member suffers, the whole body suffers. Sapp (1999)
referred to how we treat people with dementia:
…if the community of faith- the ‘body’- … remembers them by continuing to
treat them like those whom God sees as beloved children, then…that community
will be remembering those individuals in the sense of bringing them back into the
human community, refusing to let them be cast aside and forgotten, which is in
effect to dis-member the body. (p. 37)
Thomas Kitwood, a psycho-gerontologist and leading pioneer on person-centered
dementia research, provided evidence that the relational and spiritual environment of
those with dementia is key in their care (Swinton, 2012). Swinton (2012) referred to
Kitwood’s work in stating that the relational experience of people with dementia impacts
both their symptoms and process of neurological decline. Humans are relational creatures
and God calls us into relationships as a basis for healing. Matthew 25 reminds us that
when we compassionately engage others, we meet Christ. A Trinitarian God chooses to
live in community, in a perichoretic dance of giving and receiving. God invites humans
into this partnership of healing the world and ushering in God’s kingdom.
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Richard Rohr (2011) said, “The gaze of God receives us exactly as we are,
without judgment or distortion, subtraction or addition. Such perfect receiving is what
transforms us” (p. 159). We all need true mirrors in our lives to reflect the divine beauty
within us. In the 2019 documentary film, Love is Listening: Dementia Without
Loneliness, Jean Vanier, founder of L’Arche (a community in France for people with
intellectual disabilities), said that everybody is beautiful, we just need a relationship to
reveal that beauty. In the same film, Naomi Feil, the founder of Validation Therapy, said
the key therapeutic goal of her work is to “take each other in.” This radical love,
attention, and connection is the context for healing.
Chaplains, caregivers, and especially the church are well positioned to reflect
Christ’s love to people with dementia. Engaging in communal faith practices like prayer,
Eucharist, Scripture reading, liturgy, remembering for and with others are all useful in
caring for persons with dementia (MacKinlay, 2016). Additionally, music and song are
powerful ways of offering grace and hospitality to people with dementia. Kinghorn
(2016) argues that a theological conversation about dementia ought to include singing
because music transcends the ability for verbal communication. The 2014 film, Alive
Inside, is a brilliant documentary about the healing power of music in the lives of people
with Alzheimer’s dementia.
The body of Christ: A personal experience.
When my father was diagnosed with Parkinson’s Disease and began to decline, he
started losing his memory. During his illness, I flew to Atlanta often to be with him and
my mother. Sometimes, I sat next to him in bed at night, stroking his hair and telling him
the same stories he once told me—his stories, our stories. Together, we remembered
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things that were no longer in his grasp, though he reached for them mightily. When I was
with him, he told me he loved me too many times a day to count. I told him about his
profound influence in my life. While I wanted to repair and restore what Parkinson’s was
stealing from my dad, I retrained my eye to watch with gratitude for the precious daily
surprises during our time together.
While my mother cared for my father with the utmost gentleness and deep love,
she enlisted a caregiver to help her the last year of his life. Etched in my memory is the
time I was at my dad’s bedside with my mother, sons, nieces, and nephew. My father’s
caregiver, Grace, spontaneously led us in prayer and singing of our favorite hymns. There
was so much joy and lament, love and light in the room that evening. Grace brought us
together in a way we could not have done on our own. She helped us create a sacred and
safe space to be present to my dad and each other. Grace’s generosity of spirit and
hospitality to our family helped us feel Christ’s heartbeat and hope during a time when
darkness threatened to overcome us. In that moment, I had a visceral understanding of
God’s profound movement in relationship. Figure 2.1 is of our family together at my
father’s bedside.

Figure 1. Family and caregiver praying and singing at my father’s
bedside in Atlanta, GA (May 7, 2016).
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Two Responses to Dementia
Response 1: Empathy
“Do to Others as You Would Have Them Do to You” (Luke 6:31)
Brené Brown is a professor and researcher who has spent decades studying
empathy. In an animated film, Brown (2013) talked about empathy versus sympathy. In
the video, a deer stands at the top of a dark hole inhabited by a fox who cries, “I’m stuck.
It’s dark. I’m overwhelmed.” The “sympathetic” deer peeks down into the hole and says,
“Oh it’s bad… ummm… you want a sandwich.” The deer stays at a safe distance and
offers to throw a sandwich, rather than joining the fox in the hole.
In order to further demonstrate sympathy verses empathy, the deer continues to
offer a string of “at least” phrases. In response to “I had a miscarriage,” the deer says, “at
least you know you can get pregnant”; “my marriage is falling apart,” the deer replies,
“well at least you have a marriage,” and so on. When we are uncomfortable with
another’s pain, we often give them something, say something, or do something to make it
better. Brown (2013) concluded that rather than a silver lining on a dark cloud, what
people really want is connection.
The bear, representing empathy in the film clip, climbs down into the hole, hugs
the fox and presumably says, “Hey, I know what it’s like down here and you are not
alone.” The bear does not try to fix the fox or pretend it is not dark and difficult in the
hole. Rather, the bear joins the fox by sitting with it and paying attention to its deep
feelings of sadness. Near the end of the animation, Brown (2013) defined empathy as “a
vulnerable choice because in order to connect with you, I have to connect with something
in myself that knows that feeling.” Being vulnerable by allowing ourselves to see the
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world through the lens of another, leads to empathy (Brown, 2008; Brown, 2012). The
bear might not have been in the same dark hole but knows something about the texture,
the climate, and the sound of darkness.
Empathy and dementia.
In the case of dementia, empathy requires us to reach for something deep within
us that helps us connect to people who might be frustrated, overwhelmed, or forgotten in
the darkness of dementia. Swinton (2012) began Dementia: Living in the Memories of
God with a question he was asked during an interview, inspiring the writing of the book:
“If you ended up having dementia, how would you want to be treated?” (p. 1). This
question led to a deeper question of identity: “Who am I?” (p. 2). When I am
accompanying people with dementia, I, too, ask the question of how I would want to be
loved, cared-for, and treated.
Throughout this chapter, I have argued that we are loved fully and remembered by
God, despite our cognitive ability. Part of the way God loves us is through one another
and remembering with and for one another. I believe I would want my family, friends,
and community to crawl down into my hole, no matter how dark or—at times, scary—
and be with me there. I believe I would want my community to remember with me the
stories that gave my life meaning and purpose. I believe I would want my community to
hold me when I am sad, to sing and dance with me, to read to me, and make new
memories with me when possible. I believe I would want my community to creatively
and thoughtfully try to reach me, even when it felt hard or uncertain. I believe that where
my community engaged me, God would be there too.
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While we cannot really know what it is like to have dementia, we can carefully
watch and listen to stories of people with dementia and their families. We can even
imagine some of the frustrations that persons with dementia experience. Dunlop (2017)
encouraged this sort of imagining:
Ask yourself what it would be like to waken every morning with a full bladder but
be unsure of where you are or where the bathroom is. And imagine how you
might feel if someone who seems only vaguely familiar begins to undress you.
And how would you feel if you wanted to say something but all your words came
out as unintelligible gibberish? You would feel horrible, of course. No wonder
people with dementia get frustrated, start to cry, or burst out in anger. (p. 61)
It is in this imagining that we begin to foster compassion and seeing and remembering
with the eyes of God.
While we do not understand what it is like to have dementia, most of us know
what it is like to forget things. This forgetfulness, and the frustration and reminder of our
mortality that accompanies it, is a connection point with persons with dementia (Capps,
2008). When I watched my dad decline and his memory fail, I knew I was seeing my own
impending changes and losses that come with growing old. We, too, forget things and
ultimately die into God’s love to then be redeemed in God’s perfect image. Capps (2008)
ends with Billy Collins’ 1999 poem, “Forgetfulness,” poignantly reminding us of our
own mortality and forgetfulness:
The name of the author is the first to go
followed obediently by the title, the plot,
the heartbreaking conclusion, the entire novel
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which suddenly becomes one you have never read,
never even heard of,
as if, one by one, the memories you used to harbor
decided to retire to the southern hemisphere of the brain,
to a little fishing village where there are no phones.
Long ago you kissed the names of the nine Muses goodbye
and watched the quadratic equation pack its bag,
and even now as you memorize the order of the planets,
something else is slipping away, a state flower perhaps,
the address of an uncle, the capital of Paraguay.
Whatever it is you are struggling to remember
it is not poised on the tip of your tongue,
not even lurking in some obscure corner of your spleen.
It has floated away down a dark mythological river
whose name begins with an L as far as you can recall,
well on your own way to oblivion where you will join those
who have even forgotten how to swim and how to ride a bicycle.
No wonder you rise in the middle of the night
to look up the date of a famous battle in a book on war.
No wonder the moon in the window seems to have drifted
out of a love poem that you used to know by heart. (as cited in Capps, 2008, p.
26)
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When we accept that we too will travel down this path ending in death, perhaps we are
better able to join those who are further along.
The New Testament Greek word, splagchnizomai, literally means our guts or a
yearning deep in our bowels. Splagchnizomai was used to describe Jesus’ deep
compassion for others. One of the reasons I have chosen the vocation of chaplain—or
rather, it has chosen me—is because I believe that when we enter another’s suffering, we
are called to compassion and acts of mercy in the very bowels of our being (Wijsen,
Henriot, & Mejia, 2005). God calls us to the margins (Matt. 25), and people with
dementia are among the sick and the least of these.
Response 2: Extravagance
When I was at Princeton Theological Seminary in the late ‘90s, I had the fortune
of hearing Gustavo Gutierrez, the well-known Peruvian liberation theologian, preach in
the seminary chapel. He spoke of Mary anointing Jesus with expensive perfume before
Jesus’ death (Jn. 12:1-8). When one of the disciples chided Mary for wasting the oil,
Jesus said she had done a good thing. Gutierrez held that in our work with the vulnerable,
the dying, the poor, we must not simply attend to their physical needs, rather we must
love with extravagance.
Mary spared nothing in comforting Jesus as he awaited his death; she did not
think of the past or the future, only the extravagant joy of the present moment. In caring
for the well-being of those on the margins, spiritual care providers are tasked with
looking beyond traditional techniques toward creative, even extravagant new tools.
Virtual reality, healthcare, and cognitive decline may appear strange in one sentence, but
I believe that we are in a moment that calls for extravagance. If VR transports people to
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places of beauty and joy and fosters connection in families and with caregivers, then I
seek to bring this innovative intervention to persons with dementia, their families, and
caregivers.
Summary
Chapter 2 introduced the theological framework for this study and expounded
three theological claims: 1. Humans are integrated beings; 2. Humans are created in the
image of God, and 3. Humans are relational beings. These assumptions establish the basis
for the study’s design, methodology, findings, and conclusions. Two personal stories
were included as a way to demonstrate the claims. Additionally, the chapter highlighted
two responses to dementia based on biblical scripture: one empathetic and one
extravagant. Chapter 3 focuses on the study’s methodology.
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CHAPTER 3
METHODOLOGY
Introduction
Chapter 3 offers a brief overview of this research project’s purpose and introduces
the basic research question. The chapter will address the role and background of the
researcher, limitations and delimitations of the study, and include a description of
methods and ethical considerations.
Overview of Purpose and Research Questions
The purpose of this qualitative, phenomenological study was to explore virtual
reality from the perspective of adults in a Seattle-based PACE program who are
experiencing indications of early stage dementia. The five participants in the study
viewed a deeply immersive VR experience of ocean habitats, through a virtual reality
(VR) format utilizing a Windows Mixed Reality headset. The study used one episode
from the experience application theBlu (2016), called “Reef Migration”, which included
soothing audio accompaniment. The study aimed to understand how a person’s spiritual
well-being could be impacted by this virtual reality experience.
Central Research Question
How do PACE program participants with indications of dementia experience VR?
Embedded in the study was a curiosity about whether VR may be used as a spiritual care
tool for chaplains and other caregivers who serve patients with dementia. The researcher
kept these questions in mind throughout the study:
•

What are the participants’ facial expressions and body language just prior to
experiencing VR?
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•

What are the participants’ verbal and physical responses while experiencing VR?

•

What are the participants’ physical and verbal responses after experiencing VR?

•

What particularly draws participants in during the VR experience (specific scenes
or moments)?

•

What repels or agitates participants during the VR experience?

•

Did the experience bring a sense of connectedness, vastness, existential
connection (participant notices feeling part of something larger)? (Bonner &
Friedman, 2011)

•

Was there a sense of the numinous (the holy or transcendent)? (Bonner &
Friedman, 2011) or the sacred (Pargament & Mahoney, 2005).

•

Was there a sense of “ineffable wonder”? (Bonner & Friedman, 2011)
Role and Background of Researcher
Saldana (2011) emphasizes “the researcher as human instrument” (p. 39) in

qualitative research. The researcher is a skilled person who brings her own identity and
creativity to the project. The researcher’s identity (gender, knowledge, training, values)
impacts how the study is conducted, the perception and interpretation of knowledge and
data, and the final analysis (Saldana, 2011). This section outlines my background,
experience, and values as they relate to my role and interest in this research.
I am a female, ordained Presbyterian (USA) minister who works as a chaplain. I
approach chaplaincy from a Christian, Protestant, North American perspective. My
location as a female, ordained Presbyterian (USA) minister drives my theological
assumptions in my pastoral practice. I see our human story in light of the good news of
the Gospel story: a story of justice, grace, mercy, perfect love, acceptance, and ultimate
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redemption. The way I view myself and my story, as with many religions, relates to an
Ultimate Story.
My theological assumptions, sacred images, and faith practices impact my
anthropology and my view of suffering and healing. I believe all humans are made in the
image of God and deserve dignity, respect, and care despite loss of memory or affliction.
I believe we have a soul that outlasts our physical decline, and all people are capable of
connection with the divine, even if we may not fully understand that connection. I hold
holistic care as a goal in healthcare and believe that when interdisciplinary teams
collaborate, this goal is better achieved.
I work as a chaplain for Providence ElderPlace in Seattle, Washington.
Providence ElderPlace uses a model of care called PACE (Program of All-Inclusive Care
for the Elderly) and is the only PACE program in Washington State. This program
provides integrated care to the elderly including day health, primary care, spiritual care,
social work, rehabilitation, and housing (Providence ElderPlace, 2017). The ministries of
Providence are rooted in the history of the Sisters of Providence’s 1856 pilgrimage from
Canada to Vancouver, Washington, to provide compassionate care to the marginalized,
poor, and vulnerable. The mission of Providence states the following: “As expressions of
God’s healing love, witnessed through the ministry of Jesus, we are steadfast in serving
all, especially those who are poor and vulnerable” (http://www.psjhealth.org/aboutus/our-mission).
There are over 800 participants in the Providence ElderPlace PACE program, all
of whom are Medicaid eligible. In Washington State, Medicaid is a joint state and federal
program that requires people to be of low-income economic status with other specific
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requirements. One of the goals of the PACE program is to support people thriving in their
own community for as long as possible. Participants live throughout the greater Seattle
area in a variety of situations, including their own homes and apartments, long-term care
facilities, and adult family homes. The study occurred within this context.
Further explanation of my personal investment and beliefs are highlighted
throughout this paper as I sought to think and write reflexively throughout the study
process and in the writing of the final project. Good qualitative researchers disclose their
background and indicate their position within the study (Creswell, 2016). In the
introduction to Chapter 1, I began with a personal vignette underscoring my experience
with cognitive decline and my background that led to this study. In Chapter 2 (theology),
I intermixed my personal values and beliefs in supporting my interest in creatively and
effectively addressing the spiritual care needs of people with dementia. In Chapters 4 and
5, I continue to intersperse the ways my assumptions influence my lens.
Limitations and Delimitations
Motivated by a personal passion or scholarly interest, qualitative researchers
explore and attempt to understand how people make meaning of their lived experiences
(Saldana, 2011). Qualitative researchers are trying to garner insight and understanding,
not control or predict something (Saldana, 2011). Because this qualitative research
project is limited to the experiences of a relatively small group of individual elderly
participants with cognitive decline, it cannot be generalized to all elderly people with
indications of dementia. The study is only meant to explore five elderly patients’
perceptions of viewing an underwater reef in a VR format using an immersive virtual
reality headset. The goal is to gain deeper understanding of how this small number of
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seniors experience VR and whether VR elicits a sense of awe (Bonner & Friedman, 2011;
Chirico, 2016; Keltner & Haidt, 2003) and improves spiritual well-being, thus indicating
it to be a useful tool for chaplains in eldercare settings.
Methods
Design Rationale
According to Creswell (2016) the hallmark of qualitative research is the desire to
explore a central phenomenon. The nature of qualitative research includes: listening to
individual perspectives, collecting data within a particular context or setting because we
are interested in how the setting affects the experience, and watching the process unfold
(i.e., How is the participant experiencing VR over the course of the experience?)
(Creswell, 2016). In addition, qualitative researchers study a small number to gain depth
of understanding, explore a phenomenon or topic in an open-ended way, and study
marginalized populations (i.e., seniors in assisted-living facilities or adult family homes)
(Creswell, 2016). Qualitative researchers study hard, sensitive, less-studied topics, and
are willing to reflect on and be explicit about how their background and experience
influences the study (Creswell, 2016).
Setting
This qualitative study was conducted in Seattle, Washington, with five
participants of the Providence ElderPlace PACE program. The subjects were identified
by their social worker and approved by their ElderPlace primary care provider. The
research was performed in a small rehabilitation room at ElderPlace’s adult day health
facility in Seattle in order to provide optimal safety for the participants. Physicians and
other interdisciplinary team members were on-site during the VR experiences.
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IRB Process
At the beginning of the process to gain approval for the study by Providence’s
institutional review board (IRB), the researcher obtained the facility’s permission
(Appendix A). The medical director of Providence ElderPlace approved conducting the
research study at the ElderPlace adult day health facility in Seattle, Washington. The
researcher obtained Providence IRB submission approval on August 22, 2018 (Appendix
B). On September 10, 2018, the researcher obtained Seattle University’s IRB agreement
deferring to Providence IRB as the designated IRB for review and oversight of the study.
On November 20, 2018, the researcher received a modified IRB submission approval
after making minor modifications to the IRB protocol (Appendix C). On August 1, 2019,
IRB extended submission approval to allow the researcher more time to finish data
analysis (Appendix D). The researcher then obtained informed consent from the legally
authorized representatives and assent from all participants (Appendix E). Lastly, the
ElderPlace data compliance officer approved the data confidentiality practices (Appendix
F).
Data Collection and Participants
The researcher sought participants with early stage dementia enrolled in the
Seattle Providence PACE program. All participants scored 22-25 on the Montreal
Cognitive Assessment (MoCA). Scores of 26 or above are considered within the normal
range. The components of the research included one VR experience per participant,
comprised of pre- and post-interviews and observations. The goal was to gain a deeper
understanding of how people with indications of early stage dementia experienced VR,
how they described their experience, and how the researcher observed verbal and
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nonverbal expressions (i.e., hand gestures and facial expressions). The VR experiences
were audio-recorded and transcribed verbatim by the primary researcher.
The researcher explained the project to Providence ElderPlace social workers and
primary care providers (PCPs). Social workers identified possible participants and asked
them if they were interested in talking with the researcher further about participating in
the study. The social workers and PCPs were given a flyer about the study with the
researcher’s name and contact information to disseminate to interested participants
(Appendix G). Nineteen participants agreed to talk with the researcher. Of those nineteen
people, five participated in the study. Table 3.1 describes participant demographics.

Table 3.1
Participant Demographics
Characteristics

P1

P2

P3

P4

P5

Age (yrs)

78

78

67

71

89

Female

Female

Female

Female

Male

“White”

German/Danish

Asian

3-year
college
associates
degree

2 years of
vocational
school

Some
college

Gender
Ethnicity
background

Scotch/Irish/ Irish/English/
German
Welsh/French

Education

2 years of
junior
college

BSN & BA

Religious
affiliation

Protestant

Christian

Omnist

Jehovah’s
Witness

Catholic

Living status

Assisted
living
facility

Independent
retirement
community

Independent
apartment

Independent
apartment

Independent
retirement
community

The principal investigator was the sole researcher, the only person who conducted
interviews with the subjects. The VR technician was present to tend to technical issues,
which allowed the researcher to give full attention to the subjects. The technician ensured
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safety with the device and immediate problem-solving, mostly consisting of making sure
the headsets were comfortable. Participants with glasses were able to wear their glasses in
the VR headset but required some additional adjustment for comfort.
Prior to conducting the experience, the VR application, thBlu (2016), was
preloaded on the Windows Mixed Reality headset. The researcher mirrored the VR
content on a computer monitor, so the subject and researcher viewed the same content
simultaneously. The collection of data occurred between January 24, 2019, and May 24,
2019. The researcher met with each participant and administered the VR experience one
time. Each session lasted no longer than 60 minutes.
After subjects gave permission to their social workers to be contacted, the
researcher phoned the potential subjects to ascertain interest, per social work referral and
PCP approval. The researcher informed social workers and primary care providers about
the research project by email and a follow-up phone call if necessary. Per this
communication, the researcher instructed social workers to record their participants’
permission in the participant’s electronic medical record. If subjects were interested in
participating, the researcher contacted their legally authorized representative by way of
phone or email and then either emailed or mailed the informed consent form. The legally
authorized representative (LAR) signed consent, and the participant signed assent. The
subjects’ decisional capacities were not formally assessed; instead, all subjects had an
LAR co-sign consent. The research involved minimal risk and the findings indicated that
the subjects experienced spiritual benefits such as connection to self, other, and the
transcendent.
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Inclusion and Exclusion Criteria
There was certain inclusion and exclusion criteria for subject participation. The
researcher requested the social worker only recommend people meeting specified criteria.
Inclusion criteria were as follows:
1. Study subject must be enrolled in the Seattle Providence ElderPlace Program of
All-Inclusive Care to the Elderly (PACE), referred by a social worker, and
approved by their PCP for the study.
2. Study subject must have a score of between 22-25 on the Montreal Cognitive
Assessment (MoCA) as assessed by the subject’s social worker or PCP.
3. Study subject must be English-speaking.
4. Study subject must be able to provide assent with a Legally Appointed
Representative (LAR) able to provide consent.
The exclusion criteria were the following:
1. Study subject must not have a medical device (defibrillator, cardiac pacemaker)
that may be adversely interfered with by Windows Mixed Reality headset.
2. Study subject must not have a known seizure disorder.
3. If study subjects experience motion sickness, eye strain, headache, nausea, or any
expressed discomfort, the researcher will stop the VR experience immediately.
4. Study subjects must not be in a VR headset longer than 10 consecutive minutes
per VR session to sustain attention and mitigate fatigue.
The subjects were fully informed of the intent of the study and gave assent; LAR gave
consent. All participants were told they could leave the study at any point.
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Risks to Subjects
Windows Mixed Reality health and safety warnings include potential risks such
as: seizure (similar to watching television or playing a video game), motion sickness, eye
strain, headaches, nausea, with some VR safety warnings including the possibility of
headsets interfering with medical devices such as defibrillators, hearing aids, and cardiac
pacemakers (https://support.microsoft.com/en-us/help/4039969/windows-10-mixedreality-immersive-headset-health-safety-comfort). These risks were mitigated by the
PCPs’ approval of subjects for the study as well as the exclusion criteria (no known
seizure disorder, defibrillator, or pacemaker, time limits in headset, and removal of
headset should discomfort occur).
Additionally, while the study was intended to create positive feelings, it was
possible that subjects would experience sadness, loss, or grief over their current situation
(memory and other losses) when talking with the researcher. And, because the data set is
small, there is a risk for subjects to be identified from demographic information.
Benefits to Subjects
There were expected potential spiritual care benefits to the subjects enrolled in the
study, which the findings demonstrated to be true. The availability of a chaplain to
provide a relationally-oriented virtual reality experience proved to be valuable to the
participants. The themes that emerged from the study indicate the intervention brought
connection to positive feelings, beauty, the present moment, past memories, future hope
to share VR, and enthusiasm about recommending VR content. Additionally, there were
indications that connection occurred between the researcher and the participant
throughout the hour together.
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Summary of Procedures
The researcher conducted one VR experience, pre- and post- interview, and
observation with each of the five participants. Each interview followed a semi-structured
protocol with follow-up questions dependent on the subject’s response. The interviews
consisted of the following general structure:
•

PI introduces self: (not verbatim) “My name is Nicole and I am leading this study
to observe and understand your experience of virtual reality. I work as a chaplain
and provide spiritual care to participants at Providence ElderPlace. I will ask you
a few questions before we get started, then will help you put on a virtual reality
headset (show headset) and view an underwater coral reef. We will talk before,
during, and after about your experience. I am interested in what it is like for you
to experience this scene. For example, what feelings do you experience as you
watch the scene? If you are uncomfortable or would like to take off the headset at
any time, just tell me and I will help you remove it. I would like to begin by
asking you a few questions. Some will pertain to your spirituality and religious
background/preference.”

•

Pre- Interview Questions:
1. Demographics: Age, gender, religious affiliation/preference, ethnicity,
education, household composition, living status, (i.e. assisted living, adult
family home, with relative, independent).
2. Have you ever been in a VR headset?
3. Tell me about your spirituality and/or religious practices.
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4. (If subject believes in God) What spiritual practices make you feel close to
God (i.e., silent prayer, meditation, art, nature, singing, communion)? If
the subject is non-theistic: What brings you peace?
5. Do you ever feel anxious? What makes you feel anxious? What do you do
to manage or cope with your anxiety?
6. Do you feel that you have experienced memory loss? If so, how has it
impacted your life and relationships?
7. How do you connect with others?
•

Post- Interview
1. How was this VR experience useful?
2. Would future VR experiences, beyond this study context, be appealing?
3. What did you like/not like?
4. Would you describe the VR experience as impactful on your spirituality?
If so, how?
5. Would you like to share a VR experience with your family, friends,
community?
6. Do you have suggestions for future VR content?

Each meeting with the subjects, including the VR experience and interview, lasted no
longer than 60 minutes. The subjects were in the headset no longer than 10 minutes
including the securing of a comfortable fit.
Data Analysis
The researcher audio recorded the interactions (introduction, pre- and postinterview, and VR experience) and later transcribed them verbatim. The researcher used
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In Vivo coding, reviewing the transcriptions and notes multiple times until themes were
found in the data. Once themes were identified from the subjects’ experiences, the
researcher then examined those themes for connections to spirituality (profoundness,
connectedness, numinous, vastness, existential awareness, ineffable wonder) as
highlighted in Bonner and Friedman’s (2011) study on the experience of awe. Six
significant themes emerged that indicated spiritual benefits to the subjects. The themes
included: 1. Connection to positive feelings; 2. Connection to beauty; 3. Connection to
the present moment; 4. Connection to past memories; 5. Desire for future engagement
with family and friends, and 6. Suggestions for future content. During the assent/consent
process, the researcher told the subjects that they are invited to read final analysis for
accuracy and to give feedback.
Ethical Considerations
Participant Safety and Confidentiality
All subjects were informed of the nature of the research, the estimated time
required to complete the VR session and that participation was voluntary. Subjects had
the option to withdraw from the study at any point without penalty or loss. The researcher
told the subjects that if they experienced any distress, they may either take a break and
return later or discontinue the VR experience. None of the subjects expressed
experiencing any distress.
All data such as field notes, observations, audio-taped material, and transcription
was kept confidential. All paper forms and portable memory devices with identifiable
data are stored in a locked location, to be handled only by authorized individuals. The
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data is carefully password protected, encrypted, and HIPPA compliant using Providence
ElderPlace’s platform via remote desktop.
While the researcher is using data for this doctoral project, presentations, and
possible future publications and studies, the data was de-identified to protect the identity
of its participants. De-identification included removing the names and birthdates of the
study participants. The participants were assigned a code not related to the individual (P1,
P2, P3, P4, P5). Aggregate data is stored in a locked cabinet in a secure office within the
researcher’s personal home and will remain there until destroyed.
Data will be kept no longer than three years after the completion of the
researcher’s written doctoral thesis and oral presentation, after-which it will be destroyed.
Any paper data will be shredded and recycled; digital records are kept on the hard drive
of a Providence-issued, encrypted computer. The researcher used a digital voice recorder
for the audio data; this data was transferred to the Providence encrypted computer hard
drive and then permanently deleted from the audio device. All data will be permanently
deleted from the hard drive of the Providence-issued, encrypted computer following the
completion of the written and oral doctoral project. All computer records will be erased
from the hard drive at that time. Data presentations will include only group data and will
be presented in a way that will minimize individual participants from being identified.
All VR sessions and conversations with the subjects were held in a private setting.
The researcher had no direct chaplain responsibility for the study participants. The
researcher did not access the participants’ EMRs for the purposes of this study. The
researcher did not obtain the participants’ exact MoCA test scores, only that the subjects
fell within the set MoCA range.
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As the insurance provider for the participants, Providence ElderPlace assumed
responsibility for any research-related injury. There was no reported injury or distress
during or after the study.
Consent Process
Per subject permission, as noted in the EMR by their social worker or primary
care provider, the researcher contacted the subjects by phone or, in one case, by email.
One participant requested contact via email because she is hard of hearing and prefers
email to telephone communication. When the participants stated they were interested in
being in the study, the researcher obtained the name of the participant’s LAR from the
participant. The researcher contacted the subject’s LAR to explain the study and request
to meet with both the subject and representative for informed assent from the subject and
informed consent from the LAR. The researcher sent the informed consent form to the
LAR via email. In each of the five cases, the LAR requested to review the informed
consent with the participant, sign, and either mail or email it back to the researcher. The
circumstances and phone conversations between the researcher and LARs are
documented in the study file. Informed consent resumed, and the researcher continued to
answer the subjects’ questions throughout the study.
The researcher used a revised version of Providence IRB’s Consent to Participate
in a Clinical Research Study template (Appendix E). The written consent includes all
required elements: research statement, reasonable foreseeable risks or discomforts,
reasonably expected benefits to subjects and/or others, appropriate alternatives, extent of
confidentiality, compensation for treatment for related injury, contact information, and
voluntary participation.
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Summary
Chapter 3 provided an overview of this research project’s purpose and the basic
research question. The chapter addressed the role and background of the researcher,
limitations and delimitations, and a description of the methodology, including research
design, data collection, data analysis, a summary of procedures, and ethical
considerations of consent and data management. Chapter 4 examines the study’s findings.
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CHAPTER 4
FINDINGS
Introduction
Chapter 4 reviews this qualitative, phenomenological study’s aim to explore the
virtual reality experience of five persons with indications of dementia. All participants
were enrolled in a Program of All-Inclusive Care for the Elderly in Seattle. The study
brought a tranquil, meditative, underwater habitat with soothing audio accompaniment to
the five participants using the VR application, TheBlu (2016). The central research
question undergirding the study was, “Do PACE program participants with indications of
dementia experience a sense of transcendence, awe, and joy in an immersive VR
environment and does the experience impact spiritual well-being?” The findings in this
study suggest that immersive VR has the power to transport people to sundry, aweinspiring worlds of beauty and peace, while simultaneously offering relational
connection.
This chapter reviews the study’s aim and research question followed by data
analysis. The data analysis section includes a rich description of themes that emerged in
the analysis process. The six themes include: 1. Connection to positive feelings; 2.
Connection to beauty; 3. Connection to the present moment; 4. Connection to past
memories; 5. Desire for future engagement, and 6. Participant recommendations for
future content. The chapter concludes with a summary of the study’s findings.
Study’s Aim and Research Question
This qualitative study aimed to better understand the influence of virtual reality on
five senior adults with indications of early stage dementia. I (the researcher) approached
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the research through a theological lens and from the standpoint of my vocation as a
chaplain working in the PACE program. I was interested in whether experiencing a
deeply immersive VR underwater scene with soothing audio accompaniment would
provide spiritual benefits to the participants in the study. Hall, Hughes, and Handzo
(2016) indicate spiritual benefits as experiencing “relationship to self, family, others,
community, society, nature, and the significant or sacred” (p. 4). They describe spiritual
distress as a sense of disconnectedness from “self, others, art, music, literature, nature,
and/or a greater power than oneself” (p. 4).
Because dementia negatively impacts memory and cognitive function, I was
particularly interested in whether participants experienced feelings of joy and connection
in the moment. The founder of modern hospice and palliative care, Cicely Saunders
(1976) said, “You matter because you are you, and you matter to the end of your life. We
will do all we can not only to help you die peacefully, but also to live until you die” (p.
1005). I wondered if VR was a relational intervention that had the power to bring grace,
light, and life into the wilderness and isolation of dementia.
This study used semi-structured interviews to explore the participants’ responses
to their virtual reality experience. The findings provide a rich description of the essence
of the participants’ experience and point toward future research focused on using virtual
reality as an intervention to bring moments of joy and connection, thus enhancing the
spiritual life of those with dementia.
Data Analysis
Between January 24, 2019, and May 24, 2019, five participants took part in a
single VR experience that included 45 minutes to an hour-long audio-recorded interview.
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This researcher conducted the interviews while a VR technician was present to run the
VR experience, ensure comfortable fit of the VR goggles, and provide technical
assistance. The research data was comprised of audio-recorded and transcribed interviews
in addition to the researcher’s observations which noted body gestures and facial
expressions.
Since this study’s aim was to understand the experience of persons with dementia,
the researcher used qualitative, phenomenological research methods. Phenomenology
assumes and is interested in the essence of people’s common experiences (Merriam,
2009). It is important to hear and attend to participants’ actual words and phrases as they
describe their lived experience of the phenomenon. Phenomenological research also often
uses small sample sizes, audio-recorded conversations, in-depth reflection, and analysis
of participants’ words, non-verbal expressions, and descriptions with the purpose of the
research being to deeply understand a few people’s experiences (Richards & Morse,
2013). In this case, the researcher sought to understand, analyze, and interpret five
participants’ experiences with deeply immersive virtual reality.
I, as the researcher, attempted to set aside my assumptions about the benefits of
immersive worlds. The process of bracketing biases is called epoche, a Greek term
meaning to set aside judgment (Merriam, 2009; Moustakas, 1994). In qualitative
research, it is key for the researcher to write reflexively (Creswell, 2016). Throughout
this project, I have explicitly pointed to my biases, values, and experiences as a practical
theologian, ordained Presbyterian minister, and spiritual care provider which inform my
views on dementia care. Additionally, I have underscored my desire and call to approach
dementia care with creativity and innovation, employing and adapting cutting edge
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technological solutions. My own experience with immersive virtual reality in various
settings, guided by my review of the most recent literature in VR and dementia care, led
me to this study exploring the possibility that VR could bring spiritual benefits to the
population of elders served by Providence ElderPlace in Seattle.
Data analysis included transcribing participant interviews and reading them
multiple times, making notes to become familiar with the data. Creswell’s (2016) outline
guided the process of data analysis which included: reading data and making notes,
assigning a code to passages of text, and then grouping codes into larger themes. To best
highlight the participants’ experiences and voice, the researcher used In Vivo coding.
This involves coding data by taking words and phrases directly from the participants and
looking for words and phrases that are used often or otherwise seem significant (Saldana,
2013). The various codes, mostly verbatim phrases, were collapsed into six themes.
As the aim of this study was to understand participants’ experience with VR, the
researcher did not use the codes and themes from the first part of the interview, prior to
the experience. The first twenty minutes were designed to make the participants feel
comfortable and get a sense for their spiritual background, including relationships,
spiritual practices, distress, and their sense of memory loss. These findings are
interwoven throughout the chapter where relevant.
Only one participant had previously been in a VR headset on one occasion, which
involved gaming. She recalled the gaming experience “unnerving”, “violent”, and feared
she would hurt someone or herself during the experience.
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Themes
All participants provided meaningful feedback and insight both during and
following their VR experience. The six significant themes included: connection to
positive feelings, connection to beauty, connection to the present moment, connection to
past memories, a desire for future engagement, and participant recommendations for VR
content. The following theme descriptions each begin with a direct quote from a study
participant.
Theme 1: Connection to Positive Feelings
It [the VR experience] could be a little like heaven. You know… it was very
peaceful. I like that. You don’t get many times to be that peaceful.
The predominant theme for all participants was the experience of positive feelings
such as awe, peace, love, relaxation, freedom, and a respite from negative feelings.
Words and phrases such as peaceful, awestruck, Zen moment, like heaven, were
identified as codes that eventually became Theme 1. Table 4.1 lists some of the collected
codes for Theme 1.

Table 4.1
Theme 1 Codes
Peaceful
Break from mind
spinning
Zen moment
Freedom
Closer to Jehovah
Better than viewing a
picture
Awe-struck
Uplifting
*

Researcher observation
Researcher paraphrase

**

Like heaven
Laughing*

Feel more myself
Incredible

Restful
Do this all day
Like being underneath the
ocean
Delay need for anxiety
medication**
Good feeling in my chest

Awesome
Little flutter
Will bring nice
dreams
Wonderful
Like being in love
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One participant compared her VR experience to falling in love with her husband:
“I had that feeling like when I was in love with my husband, when we were young lovers,
and I first met him and we were dating…” She went on to say, “It’s fantastic. Like I said,
I get that little flutter. I got this ‘Wow, this is incredible!’ sort of thing. And the flutter
thing, then I started feeling the love thing.” This participant described feeling a palpable
“flutter” and used the powerful metaphor of falling in love to describe how she felt
during the VR experience.
Another participant talked about the VR experience as being a positive antidote to
her mind spinning. She said:
Anytime you do anything that brings you physically, mentally up, then that’s
positive. So, if your mind was doing the spinning—whatever a person’s thing
was—that they could go back and get out of reality and just slip into peace for a
while.
This participant explained how the experience might give her relief from the negative
feelings of “mind spinning” and anxiety.
In the pre-experience interview, this particular participant discussed her
occasional struggle with depression and anxiety and the ways she coped with her “mind
spinning”, including daily medication. After her experience she said:
It was amazing! I really liked it, and it’s something I would do and I could see
where, at five in the morning, before I take my medication, and at six in the
evening, before it’s time to take it in an hour, where I could do something like this
[VR]. And it puts off that feeling I need of medication. So those would be the two
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times where I could see it would be really beneficial for me to do something like
this.
The participant considered the experience so uplifting that she thought it may contribute
to reducing her evening anxiety.
In the pre-experience interview, one participant talked about her love for nature
and the way it “centers” her. Since she “could not walk it [nature] much anymore,” she
had pictures of the tropics and other nature scenes on her wall and on her computer. After
this VR coral reef experience replete with sea anemones and jellyfish, she said, “I’m
really in favor of this underwater thing. This is really wonderful. I would not get the same
feeling if I had a picture of sea anemones and jellyfish.” The experience allowed her to
have a deeper, more immersive nature experience than the one-dimensional pictures on
her wall. Walking in nature was something that she had lost, but the immersive VR
experience connected her to positive, centering feelings.
Some participants underscored feelings of “awe” and transcendence. One
participant said, “Looking at it was so realistic, so I thought of Jehovah all the way we
were doing this and feeling just really awe and appreciation because he [Jehovah] created
all of that.” She later said, “Well, I was just awe-struck. How can you not be happy to
feel like you are in the middle of such awesomeness?”
Another participant said:
I always think of God when I think of peace… but it was just so big. I mean you
could look up and see the water way ahead. You are just surrounded by beauty.
And it is a good feeling… I just like that feeling of spaciousness. And the music
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made you kind of just… I could have probably taken a nap if I had been in there
longer.
This was the only participant who commented on the music adding to her feelings of
being at peace. One participant commented, “It’s a Zen moment.” Each of these
participants framed their transcendent feelings as it related to their personal spirituality:
“Jehovah”, “God”, “Zen.”
One participant elaborated on how the wonder of the scene made her feel deep
happiness:
I probably haven’t been this happy unless I’m reading a book, and even that’s
more low level, …and getting a hug from various people. It was just the wonder
of it. The wonder of it. Because I can’t imagine on my own what it would be like.
I figure if I was under water and I could breath and all that sort of stuff then I
would still be really interested in it, but this was reality—virtually. So yeah, I
loved it.
In the pre-experience interview, this participant had described herself as an avid reader
and explained how reading helps lessen her feelings of anxiety. She compared her
feelings of wonder and happiness to reading, but considered reading more of a “lowlevel” happiness. The VR experience made the participant wonder what it might be like
to actually be underwater. She indicated that this experience felt like reality even though
it was virtual.
Four of the participants laughed at various times during and after the VR
experience. One participant said almost nothing during the entire experience and
appeared deeply immersed. He sniffled throughout, and it was unclear if he was crying
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beneath his goggles. After the experience, he appeared content, laughing, and expressed
positive feelings such as: “It was very peaceful.” “I enjoy watching it.” “I love it.” This
participant talked almost exclusively about meaningful childhood and young adult
memories triggered by the experience (see Theme 4).
While the overarching theme included codes and quotations about positive
feelings, two participants commented on feelings of concern during the experience. One
asked, “There isn’t going to be a big shark coming by, is there?” I assured her there were
no sharks. Another participant narrated while watching:
Oh, I don’t like the big jellyfish! He’s a little scary. I like the little ones better… I
turned away from them [the big jellyfish], even the ones in the background. I
didn’t want to look. I only wanted to look at the pink ones.
Because this VR experience allows participants to control what part of the coral reef they
are viewing by swiveling in their chairs, the participant was able to turn and view the
smaller, preferred jellyfish. Neither participant appeared particularly frightened.
However, both comments point to the importance of the VR content.
Theme 2: Connection to Beauty
I keep thinking of Jehovah and the fact that he created that, and there is so much
more that he created. Thank you, Jehovah, because it’s beautiful stuff. It’s
beautiful.
Four of the five participants made numerous comments about the beauty of the
experience. Some of these overlapped with the “positive feelings” of awe or
transcendence. As Table 4.2 demonstrates, the participants used the word “beauty” and
“beautiful” multiple times to describe the VR experience. Additionally, participants
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referred to the awesomeness and beauty of the individual elements of the coral reef, like
the fish, the turtle, clouds of light, and being reminded of God or Jehovah’s (in one case)
creation.

Table 4.2
Theme 2 Codes
Beautiful coral reef, turtle,
jellyfish*
Pretty blue fish
Riveted to pink jellyfish*
*

Cloud of light

Middle of awesomeness

Fish are amazing
Jehovah’s beautiful
creation

Fantasy land
Smooth movement

Researcher paraphrase

One participant commented, “The coral reef is beautiful, and the flowers, and the
anemones. Everything was just wonderful.” Another participant was riveted by the
jellyfish: “The jellyfish, I can’t take my eyes off of them. I love the jellyfish, the pink
jellyfish.” There were other comments on specific content such as, “A pretty blue fish”;
“The turtle is pretty”; “Oh, what a wonderful world”; “You feel like you are in a fantasy
land and it’s beautiful”; “Jellyfish are supposed to be scary but these are beautiful, and
they move so smoothly. Oh my God! (exclamation of delight)”. The participants were
gripped by the beauty of the coral reef’s colors, various sea life, and the movement of the
fish. The beauty reminded one of her visions of “heaven” and another of “Jehovah.”
There was deep engagement and commentary on the beauty of the content.
Theme 3: Connection to the Present Moment
I guess you aren’t really supposed to touch them, are you? They sting?
All participants made various comments that indicated they were immersed in the
present moment. As Table 4.3 demonstrates, some participants narrated what they were
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seeing as if they were actually in the ocean. One participant said, “Oh my goodness!
They are swimming right next to me. I didn’t know they would come that close… Oh, is
that the turtle? I thought he went over my head.” Another participant said, “I want to
touch it but can’t reach it.” This participant reached out her hands several times during
the experience in an attempt to touch the sea life. Another participant reached out her
hand to touch something and said, “Yeah, I can’t do that, cause it’s not real; it is virtual. I
realize I can’t touch it but it is like I could.” Both seemed so involved with the virtual
world that they were compelled to move their bodies toward it.

Table 4.3
Theme 3 Codes
Fish are dancing
Don’t touch, they sting
I’d like to touch you
Swimming right next to
me
Turtle went over my head
One with the water
*
Researcher observation
**
Researcher paraphrase

There is a big one
I was embedded in it
Silence*
Participating in the
activity
One with the fish
Looking for a Tiger Fish

Almost feel water coming through
Totally immersed within
Why are you guys going so fast?
Wanted to go down the ravine
Want to touch but can’t reach
Reached out hand to touch**

Several participants talked about how they wanted to enter into the scene by
touching, exploring, finding things or ways they almost felt as if they were there. One
participant observed, “You can almost feel the water coming through. That’s pretty cool.”
Another commented, “I’m trying to keep my foot off the coral reef.” One participant
talked directly to the sea life: “I’d like to touch you. Oh, hi! Could I touch you? Why are
you guys going so fast?” The participant who was almost completely silent during the
entire experience commented afterward, “You know what I’m looking for? A tiger fish.
You know what a tiger fish is? But there is none. In [his country of birth] there are a lot
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of them.” This is the same participant who talked almost exclusively about poignant
memories the VR experience elicited for him (see Theme 4).
After the experience, participants commented on feeling immersed and present in
the virtual world. One participant talked about being embedded and also about how the
experience made her curious to explore. She said:
I wasn’t part of it, but I was embedded in it. I didn’t feel like I wanted to swim. I
was just there. And I wanted to go down that ravine. I wanted to see what was
there. So badly, I wanted to see what was there because the turtle kept coming out
so it was ok… I wanted to see what was there.
Her sense of adventure and interest was piqued as she felt that she “was there.”
Another participant commented on her connection to the moment and the
experience:
Oh, in the headset you’re totally immersed within. You are not a viewer from the
outside. When you are watching on virtual reality, you are participating in an
activity. You are one with the fish, you are one in the water…
She was transported into a world that was described by all participants as enjoyable, both
while they were experiencing it and afterward.
Theme 4: Connection to Past Memories
It reminds me of when I was diving. It reminds me of my country, [country’s
name]. It’s an island and we used to go out to the water and dive, you know…we
tried to look for treasures.
The theme of past memories was less prevalent than the other themes. However,
for one participant, it was the most prominent feature of the experience. When in the
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headset viewing the VR, this participant was quiet. The participant only responded to the
researcher one time. When the researcher asked, “What is it like?”, the participant
responded, “It’s beautiful. Water, wow!” Other than this comment, the participant was
quiet except for sniffles and to answer “Yes” when asked if ok. Table 4.4 shows the
codes that led to these themes.

Table 4.4
Theme 4 Codes*
Plant colors reminded of love for painting
Reminded of Finding Nemo
Reminded of falling in love
Reminded of diving in home country
*

Memory of watching son see fireflies for the
first time
Rock shapes reminded me of motherhood and
camping
Reminded of pet turtles

Researcher paraphrased

The first thing this participant exclaimed after taking off the VR goggles was
“Nice!” The participant described the experience as “joyful” and “peaceful” but mostly
talked about how the experience reminded the participant of happy memories of diving in
the participant’s birth country as a child and young adult. The participant smiled each
time the participant shared memories of diving and spending the “whole day in the
water.” This participant was looking for a tiger fish during the experience because that is
what the participant often saw during dives.
A couple of other participants talked about ways the experience connected them
to memories or activities that brought them joy or past memories of loved ones. One
participant said, “The colors of the plants caught my attention because I like to paint, and
so I was looking at the plants and seeing colors I like to paint.” She was inspired by the
brilliant colors of the coral or “plants” and reminded of her connection to painting.
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Another participant elaborated on how the VR experience reminded her of her affinity for
looking at clouds and trying to “figure out what they are - like dinosaurs and puppy dogs,
animals, birds…” She was reminded of when she:
…would lay on the sand at the beach [with her kids] and we would look up at the
sky and watch the clouds go by and we would figure out what it was… [referring
back to the VR experience]. I was trying to figure out the form of this one rock…
The VR experience brought back pleasant memories of being with her kids at the beach
while they engaged in a special activity. Additionally, the rocks on the coral reef inspired
her to use her imagination in a way she loves - to engage with clouds.
One participant said the feeling she got when watching the VR scene was like the
feeling she had when she watched her son see fireflies for the first time. She shared this
poignant memory of her son and the fireflies. While her experience brought back an
important memory from motherhood, it also overlaps with “positive feelings.” She used
the metaphor of watching her son discover something for the first time to describe the
feeling she felt when experiencing the VR underwater world. The experience both
brought back a memory and the feelings attached to that memory.
This same participant used the metaphor of falling in love with her husband to
describe what she felt when experiencing the VR scene. This feeling of “falling in love”
precipitated the sharing of this memory of when she first met her husband:
I had the feeling like I felt when I was in love with my husband, when we were
young lovers, and I first met him and we were dating, and we could talk to each
other on the phone, and I would get that feeling…
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Again, the theme of connecting to positive feelings and memories overlap as the positive
feeling theme was pervasive throughout the experience.
Theme 5: Future Engagement
If I had that thing [VR headset], I’d be inviting people over!
I asked the participants if they would like to have the VR experience again and
share it with family or friends. As Table 4.5 illustrates, all five participants expressed a
desire for future engagement and to share this experience with others. Additionally, some
participants mentioned wanting to have a VR experience in a group setting.

Table 4.5
Theme 5 Codes
Do it many more times
Slip into headset when need it
Do VR daily
Want to feel peace in my life
Would do wonders for assisted living and
nursing home care

Show my son
Gather buddies to do together
Awesome in group situation
Give me a call for future help with VR
If I had it, I’d invite people over

One participant said, “I think to do stuff like this would be—to do with
headsets—would be fantastic. To be able to have a headset at home and just slip into it
when you need it.”
She continued to offer recommendations from her experience, noting:
I could see for people who lived in assisted living or nursing home care. I can see
however, this would do wonders for situations because you’re in a different
situation; everything is different… They could go back and get out of reality and
just slip into peace for a while.
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Another participant said she wanted to experience VR again to reconnect with
peace. She said, “I’d love to do this again with anything. I look for peace in my life. I
want peace in my life. I want to feel peaceful. I want to feel warm and loved.” Since this
experience connected her with peaceful feelings, warmth, and love, she would like to do
it again. One participant said, “I’d do it many more times,” while another said, “I would
do it daily. I would put them on daily if I had them at home.” Several participants’
comments indicated they would like to have a headset at home.
When asked if participants wanted to share this experience with others, they
answered affirmatively. One wanted to share it with his son, the most important family
member in his life. One person said, “I would gather some of my buddies and we would
do it together.” Another person indicated she would like to do this in a group situation
with friends. Before leaving, one participant said, “If you ever need someone to help you
out with this program, give me a call.” Being immersed in the beauty and majesty of the
coral reef prompted a desire to share with others.
Theme 6: Participant Recommendations for VR Content
All participants had ideas for content they would be interested in seeing in the
future. Each participant appeared excited to suggest more content that was tailored to
their specific interests and passions. When asked about content suggestions, one
participant talked about her love for cats and horses. This prompted a childhood memory
of when she would “pray every night …then I could dream that Trigger [Roy Rogers’
horse] would come to me and that I would stand on his back and ride him.” The
participant appeared nostalgic and happy recalling this and was keen to recreate content
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with horses. She clarified that her memories from her past are intact, but she has trouble
remembering recent events, words, and names of objects.
Another participant talked about her love for nature and was excited by the
thought of being able to experience “a full day where the sun rises, then you have the full
day, then the sunsets… I wouldn’t want to watch a hurricane.” Additionally, she talked
about being keen to see peaceful nature scenes. One participant expounded on the content
she would choose for morning and evening: “In the morning, I would do something more
active- crashing waves. If I was to play it at night to sleep, I’d want the underwater.”
Participant four elaborated on her desire to see more of the underwater scene. She said
she would like to “be a little farther up with the dolphins, the orcas,” and stressed she
would not like to see any sharks. Participant five was reminded of his childhood and early
adulthood on an island in the Pacific. He enjoyed content that transported him back to his
homeland.
All five participants desired to engage in VR again and offered creative
suggestions for content that spoke to their unique passions. Future research into VR and
dementia care ought to consider having participants help design VR content or at least get
their critique and feedback. This project underscored that persons with indications of
dementia are useful critics of the best VR content. The best VR content will likely derive
from their input and vetting during the content creation. Table 4.6 lists the participants’
recommendations.
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Table 4.6
Participant Recommendations for VR Content
Wander through the forest with a bunch Ocean
of cats
Universe with stars
Sunrises and Sunsets
Nature
Horses
River
Forest
Lake
Wood area
Aerial views
Dolphins
Seashore
No sharks
Birth country
A little cabin in the
forest

Water sounds
Ocean sounds
Underwater sounds
Crashing waves
National parks
Orcas
Mountains

Summary
Similar to other recent research exploring the use of immersive technologies in
dementia care (D’Cunha et al., 2019), this project provided evidence that virtual reality
experiences positively influence the well-being of those with memory loss. The
researcher set out to discover if immersing participants with indications of dementia
would bring a sense of spiritual well-being related to connection to self, others, and the
transcendent. The themes provide indicators that the participants experienced joy,
surprise, and connection to the transcendent. The participants described their experiences
with spiritual themes: connection to positive feelings, connection to beauty, connection to
the present moment, connection to past memories, a desire for future engagement with
VR in a community setting, and excitement about recommending unique future content.
Chapter 5 examines how this study fits into the whole body of research and offers
suggestions for future inquiry.
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CHAPTER 5
RESULTS
Introduction
This study set out to explore the influence of virtual reality on five senior adults
with indications of dementia. The study was particularly focused on whether the VR
experience would elicit spiritual emotions and contribute to spiritual health and wellbeing. Pargament & Mahoney (2005) theorized that when people connect to what they
perceive as sacred or “reflective of the divine” (p. 90), they are more likely to feel a sense
of well-being. When people lose the items, people, connections in their life that are
sacred, they suffer spiritual distress (Pargament & Mahoney, 2005). For this study, the
brilliantly-colored underwater coral reef content was chosen for its deeply immersive
quality and likelihood of universal appeal.
The findings highlighted the participants’ overall sense of immersion in the
virtual environment and connection to positive feelings, beauty, and past memories that
also elicited profound feelings of love and happiness. Participants’ verbal expressions,
narration of their experiences, and laughter indicated a sense of joy in the present
moment while immersed in VR. Experiencing joy in the present moment is particularly
important as dementia progresses and the cognitive ability to remember the past or dream
about the future declines. Toward the end of the post-experience interview, one
participant said that she could not remember the whole experience anymore, but knew
she loved it.
All participants stated a desire for future engagement with VR content and gave
recommendations for tailored content that fit their particular interests. Additionally, all
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participants agreed they would like to have a VR experience with either their family
members, friends, or in a group setting. This indicated both an enjoyment of the
experience and desire to share it with others.
While I did not ask the participants to specifically address the relational aspect of
the experience, it appeared to be an important factor. Prior to the experience, I spent 1520 minutes becoming acquainted with the participants, their spiritual backgrounds and
stories. In this process, participants shared personal and meaningful life stories and faith
histories. One participant shared a personal story dealing with a profound spiritual
encounter. The encounter was disturbing to the participant, who appeared in distress
regarding the personal story. This time of sharing the feelings of distress was the
precursor to the VR experience. After being in the VR headset, the participant’s feelings
of distress seemed to shift to poignant feelings of connection to positive past memories.
During the VR experience, I was present for dialogue and watched the experience
mirrored on a computer monitor. This increased relational engagement.
After the experience, participants shared their feelings of connection, awe, joy,
and memories, with the VR experience seemingly enhanced by the relational aspect. One
of the aims of this project was to create positive relational spaces for people with memory
loss using creative means to facilitate joy in the present moment. The relationship and
companionship aspect of the project was central. Moyle, Jones, Dwan, and Petrovich’s
(2017) study on the effectiveness of the VR forest on engagement, apathy, and mood
underscored the importance of an engaged facilitator for overall participant satisfaction.
In their study, the setting with a minimally-involved facilitator was less effective.
Additionally, the findings in Burnside, Knecht, Hopley, and Logsdon’s (2015) study on

63
arts and dementia, suggested the dyad relationship (caregiver and person with dementia)
was key to the experience of enjoyment and supporting the personhood of those with
dementia. A recently published review on VR-based interventions to promote well-being
for people with dementia emphasized the importance of structure and on-going support
for the participants throughout the VR experience (D’Cunha et al., 2019).
Aging adults are more likely to feel loneliness and isolation, which significantly
increases the likelihood of developing dementia (Wiederhold, 2018; Holwerda et al.,
2012). Psychosocial interventions such as mindfulness, life review, and art and music
therapies increase quality of life for people with dementia (D’Cunha et al., 2019).
Lending to these therapies, the use of VR interventions in healthcare has gained
momentum in recent years.
Most studies have primarily used VR interventions for assessment purposes on
healthy adults (Garcia, Kartolo, & Méthot-Curtis, 2012; Wiederhold, 2018; Lin, Lee,
Lally, & Coughlin, 2018; Siriaraya, Ang, & Bobrowitz, 2014) with few using immersive
VR for people with dementia (Manera et al., 2016; Siriaraya & Ang, 2014). A few recent
studies have explored the use of VR to promote well-being and quality of life (QoL) in
aging adults in general (Lin et al., 2018; Wiederhold, 2018) and even more recently in
persons with dementia (D’Cunha et al., 2019). Most of the recent studies using VR as an
intervention for persons with dementia are exploratory, evaluating the usability of the
technology with this population (D’Cunha et al., 2019; Benoit et al., 2015). Benoit et al.’s
(2015) study experimented with the usability of VR to stimulate autobiographical
memory and test its usefulness for reminiscence therapy.
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Similar to the more recent studies on VR and dementia care, this study found that
VR is accessible to seniors with indications of memory loss and has the capacity to
promote well-being (D’Cunha et al., 2019). However, this study was unique in its focus
on spiritual dimensions of VR use and the analysis of data within a theological
framework of relationality.
The benefits of this study were in its findings which indicated participants as
highly and positively engaged in the VR experience. This was evidenced by feelings of
peace, relaxation, love, and connection to beauty and poignant memories. Additionally,
the engagement with the researcher/facilitator through storytelling and verbalizing
feelings and responses demonstrated the importance of the relational aspect of the
experience. This was especially true with the participant who started the hour in dialogue
with the researcher about his personal distress, addressing these feelings prior to donning
the VR headset. While this study aimed to create moments of transcendence and joy, it is
equally important to recognize that an array of feelings, including distress and sadness,
may arise before, during, or after the VR experience. In Burnside et al.’s (2015) study on
the arts and dementia, they noted that social, emotional, and existential needs are often
neglected in favor of basic care for people with dementia. This study succeeded in
moving beyond people’s basic needs to creatively caring for and engaging their whole
person.
Study Limitations
This project, like the majority of related research, did not use outcome measures,
such as measuring the participants’ responses compared to a well-being scale. Future
studies might explore VR experiences related to outcome scales such as the Functional
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Assessment of Chronic Illness Therapy – Spiritual Well-Being Scale (FACIT-Sp)
(Brendle, Salisman, Debb, Arnold, & Cella, 2011). Another possible limitation was, of
the nineteen participants referred by their social workers, these five were the only ones to
follow through with participating in the study. In some cases, interested participants were
hospitalized, became ill, or declined after learning more about the study. Therefore, the
five participants’ self-selection may have skewed the sample to those who had an
inherent interest and openness to technology.
Finally, the participants were just below the normal range on the cognitive
assessment (MoCA), rather than having a diagnosis of dementia. While four of the five
participants noted that memory loss had impacted their lives, none reported negative
influence on their relationships. This study only observed and analyzed the experience of
a small number of participants in the particular setting of Providence’s Seattle Program
for All-Inclusive Care for the Elderly (PACE); therefore, this study is not generalizable to
all people with memory loss in all settings.
Future Studies
Future studies should explore the following:
1. Using VR in group settings, such as skilled nursing and assisted living facilities,
adult family homes, and other community settings;
2. Developing VR content specifically tailored for participants’ unique interests,
such as transporting them to places and hobbies that they may no longer be able to
access;
3. The influence of long-term and consistent VR use with participants. D’Cunha et
al.’s (2019) review of recent studies using VR in dementia care concluded the
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overall virtual reality experiences were enjoyable, improved mood, and were
preferred to non-virtual experiences. As a result of the review, D’Cunha et al.
(2019) suggested future research ought to look at the use of VR in assisted living
facilities and community settings to promote social interaction. D’Cunha et al.
(2019) also suggested future studies assess the influence of the long-term use of
VR on sustained quality of life. On the last point, this study diverges as it was
primarily interested in the potential of VR immersion for enjoyment and
connection to self, others, and the transcendent in the present moment.
Conclusion
Finally, I must ask the question that all qualitative researchers eventually ask
when coming to the end of a long project and analysis, “So what?” (Sensing, 2011). In
his book, The Journey to the Common Good, Brueggemann (2010) said, “Wilderness is a
place, in biblical rhetoric, where there are no viable life support systems. Grace is the
occupying generosity of God that redefines the place” (p. 15). When I began focusing my
work in eldercare several years ago, I saw people with dementia in a cognitive wilderness
and I began to wonder about grace and the generosity of God in relation to this disease.
While the DSM-V lists certain medical symptoms and pathological expectations
for those with dementia, my experience is that people with dementia are radically unique
individuals and must be treated as such. I do not simply mean “unique” in the general
sense that everyone is special in their experiences and personhood, but that the people
with whom I work manifest their disease process in different ways. Some people have
scintillating imaginations well into the disease process; others may hardly speak, and yet,
can pray The Lord’s Prayer with clarity and perfection. All appear to benefit from loving

67
and caring relationships and positive engagement- especially when focused on creating
joy and connection in the present moment.
I concur with Swinton’s (2012) claim that dementia is, at least in part, a
theological condition and a relational disease. As a practical theologian and chaplain, my
view of dementia is grounded in theology, rather than solely neurobiology. According to
Swinton (2012) if the discussion of dementia is framed theologically, well-being has less
to do with the absence of particular symptoms, and everything to do with God’s presence
in relationship. This starting place influenced the methodology and analysis of my
research project. I was looking for places of relational and spiritual connection and
hoping to create awe-inspiring moments of joy and peace.
What has become clear to me in my chaplaincy work is that the relational
experience and connection to the sacred is as key to the health and well-being of those
with dementia as it is to anyone. People with dementia are marginalized, and God calls us
to the margins with imagination, creativity, hope, and possibility. My theological
reflection in Chapter 2 was based on three theological assumptions that drive my passion
to engage in deeper conversation regarding dementia care: 1. Humans are
integrated/whole beings; 2. Humans are created in God’s image, and 3. Humans are
relational beings. After exploring these three assumptions, I highlighted the importance
of an empathetic response guided by the biblical imperative from Luke 6:31: “Do to
others as you would have them do to you.” Swinton (2012) underscored that in order to
change the medical narrative of dementia as solely a neurobiological disease to one
grounded in theology, relationship, and possibility, we must begin with theologically-
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based assumptions. Swinton alluded to the current dearth of theological input on the
subject of dementia care:
There is no discussion of potentially central theological contributions to
understanding dementia such as grace, dependency, contingency, love and
relationship- aspects that are fundamental to the experience of dementia and
fundamental to our understanding of Christian theology. (2012, p. 44)
In the introduction, I wrote about my pastoral relationship with Jane, whose mind
was failing. She lived almost entirely in the present moment. My hope was to value Jane,
not for who she had been or who she might become, but for exactly who she was in that
moment. The theological and person-centered underpinnings for engaging dementia care
conclude that “good care is relational care; to treat the other as a person is to relate
properly and authentically with them” (Swinton, 2012, p. 136).
How can I and other care providers, interdisciplinary teams, and family members
innovatively love those like Jane? On this point, Swinton stated positively:
The key thing is to begin to reflect on what this “new love” looks like and to
recognize the diverse and innovative ways in which we can say to the person with
dementia, “It’s good that you exist; it’s good that you are in the world.” (2012, p.
182)
When my husband, a CEO of a technology company, told me about the amazing,
brilliant worlds he was creating with virtual reality, I wanted to bring those immersive
worlds to the vulnerable population at Providence ElderPlace in Seattle. Thus, in my
research project to creatively address dementia, I brought theBlu (2016) – a compelling,
deeply immersive underwater coral reef habitat, to five participants at Providence
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ElderPlace. This project was an innovative, relationship-based, and person-centered
approach to dementia care. The qualitative research project focused on the process of the
participants and their verbal responses to their VR experience. The participants provided
rich descriptions of their experiences indicating deep connection and engagement in the
VR process. Additionally, they all expressed a desire, not only to engage again with VR,
but also to introduce it to their family and friends. Experiencing beauty is often
incomplete until we share our joy with a loved one.
I designed this project specifically to include a time to connect with participants
about their spiritual lives prior to the VR experience, followed by a debriefing time after
the experience. When the participants were in headsets, I viewed the same content
mirrored on a computer screen. Though I intentionally created the hour to be relational, I
did not anticipate the participants’ depth of sharing and connection with me during the
hour. This further underscored the importance of the relational aspect and facilitator’s
role in the VR experience.
The immersive content was beautiful in its own right. One participant commented
that, at times, she forgot I was there because she was so wrapped in the underwater
world. However, it appeared equally important to note this innovative tool fostered
relationship and depth of sharing. In the present moment, we shared an experience of joy
and beauty that helped me further enter into the sacred worlds of the participants. Thus, it
is difficult to separate the actual VR experience from the container of our shared time.
This inextricable nature of intervention and relationship is often present in
spiritual care, counseling, and therapy. For example, when I was in spiritual direction, I
was never certain if my transformations and depth of feeling were the result of sensing I
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was so completely loved and bathed in light by my director, or if it was his particular
skills and interventions. I suspect it was a combination, though I believe spiritual care is
more art than science.
This study further demonstrated that immersive VR offers the possibility for
people to explore a myriad of exciting and awe-inspiring worlds that bring beauty and
peace while offering relational connection. Though few in number, recent research
studies using immersive technology in dementia care similarly have confirmed its
positive influence both with aging adults (Wiederhold, 2018; Lin et al., 2018) and
persons living with dementia (D’Cunha et al., 2019). The goal for this project was to
provide an impetus for broader and longer-term projects that will contribute to shifting a
stagnant conversation of loss through dementia to a new narrative of creativity, hope, and
possibility.
In her novel Gilead, Marilyn Robinson (2004) spoke about the power of deep
connection to self, others, nature, profound emotions, and memory. Robinson writes:
I can’t tell you, though, how I felt, walking beside him that night, along that rutted
road, through that empty world- what a sweet strength I felt, in him, and in
myself, and all around us. I am glad I didn’t understand it, because I’ve rarely felt
joy like that, and assurance. It was like one of those dreams where you are filled
with some extravagant feeling you might never have in life, it doesn’t matter what
it is, even guilt or dread, and you learn from it what an amazing instrument you
are, so to speak, what power you have to experience beyond anything you may
ever actually need. Who would have thought the moon could dazzle and flame
like that?” (pp. 55-56)
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I had the privilege of witnessing five people delight in a deeply immersive,
vibrant underwater world. I hope that future research in virtual reality and dementia care
continues to pave the way for persons with dementia to see the “moon dazzle and flame”
and “experience beyond anything you may ever actually need.” May God’s grace abound
and redefine the cognitive wilderness of dementia into an oasis of relationship, joy,
peace, and extravagant love.
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